leagues and the results are just becoming available (Zinkin & Cox, 1976, In: Educational Review Occasional Paper No. 6. Ed. K Wedell & E C Raybould; Cox, Zinkin & Grimsley, 1976, in preparation) . Their developmental examinations revealed an appreciable number of abnormalities (including some medical as well as developmental problems) which were not known to their practitioners despite the fact that 98% of the 1910 children concerned had been seen by their general practitioner at least once by the age of 3 years. Furthermore, special efforts were made to trace and examine children who had missed earlier developmental examinations. Many were found to have developmental problems which had not come to light spontaneously. In fact, this group of children had a significantly higher proportion of developmental problems than the group of regular clinic attenders, showing that they were an exceptionally vulnerable group.
Dr Bolden seems to think that the only purpose of developmental examinations is to detect abnormalities. Interestingly, another general practitioner running a comprehensive child health service thinks differently, and recently wrote as follows (Jenkins, 1976 , Update, Apri issue, p 777); 'That nearly 8 % of the children seen were thought to have disorders severe enough to warrant specialist opinion is not . . . the raison d'etre of the clinic's existence. It is much more important to realise that 508 children with their parent or parents were seen . .. and that over 800% were found to be quite normal and wvere told so [my italics] . . . positive educational advice was given as part of the service.'
Developmental guidance is as important as developmental diagnosis. For every child found to have a serious abnormality several others will be seen with developmental variations which can be dealt with before they become established problems, and many others will be seen who are perfectly normal and whose parents are able to do a much better job of child-rearing for knowing so. Anxieties are anticipated and resolved, and not created as Dr Bolden suggests. I strongly believe that many problems of child neglect and abuse, and difficulties of behaviour and management could be prevented by good developmentally orientated child health clinics, but Dr Bolden is right when he says that at the present time such services are poor and uneconomical. The best way to get value for our money is to make sure the services are good and this is achieved by having well-trained personnel, time available, and suitable accommodation and equipment. With notable exceptions these requirements are seldom met in either general practice or public health clinics. Undergraduates receive too little training in this work. Postgradu-ate courses are too short and too superficial to provide sound training. Doctors often work in noisy church halls with half their equipment missing. Of course developmental examinations should be part of routine primary medical care and models of good practice exist from which many could learn. But not all general practitioners are interested in this work and the good work done in some clinics should not be lost. Surely what is needed is a really good child health service focused upon the needs of the developing child. Yours faithfully KENNETH S HOLT 1 1 June 1976
Geriatric Services
From The Rt Hon Lord Amulree Formerly Consultant Physician, University College Hospital, London; Emeritus President, British Geriatric Society Sir, I have read, in your issue of June this year (p 445), the admirable account of the establishment of a geriatric service in this country in the years after the war, by Dr Trevor Howell. There was not much money available at that time, but there was a great deal of enthusiasm among a small number of doctors who performed wonders to the great advantage of the elderly sick.
Dr E Woodford Williams was one of these enthusiastic and energetic pioneers who developed an excellent and well known department at Sunderland. She is now the director of the Hospital Advisory Service and her report for 1974, recently published, deals at some length with the state of the geriatric services at present available in this country. This to many will make melancholy reading: many departments have an 'inbuilt obsolescence' due, often, to errors of planning and management. Those of us who worked in the service in the early days soon learned that a successful geriatric department must be staffed and housed in buildings as well equipped as any other department of an active general hospital. This does not mean that new buildings need be erected, they are relatively unimportant; but if these two elements are lacking, -patients, and, more important, the general practitioners on whose work and support the whole service depends, will find no, or only minimal, improvement, over the days of National Assistance or even the Poor Law. The DHSS, and its predecessor, was told of this many years ago, but they have continued to allow, if not to encourage, the establishment of geriatric departments in unsuitable conditions. The Local Authorities have been remiss in carrying out their obligations under the National Assistance Act, with the sad results that Dr Woodford Williams describes in her excellent report.
It is to be hoped that the Secretary of State will be able to read and appreciate the lesson so clearly defined in this report, which should give him much ground for constructive thought. Sir, I was greatly interested in the papers published under the Section of Laryngology in the June issue (p 409). As no discussion was published perhaps you will permit these observations.
The three principal papers all relate to the problem of metastatic cancer in the lymph nodes of the head and neck. Mr Peter McKelvie deserves praise for his painstaking work in the study of neck dissection specimens and the penetration of the lymph node system by tumour cells, although his account is at times difficult to follow. As a surgeon I am particularly pleased to see his description of functional neck dissection for cancer as surgical 'brinkmanship', and also that he found no local signs that removal of involved nodes was detrimental immunologically.
The paper by Mr Stell and Dr Green (p 41 1) on management of metastases to the lymph glands of the neck is also very welcome', but the dogmatic attitudes expressed would seem based on slender evidence. The statement that there is no evidence that prophylactic neck dissection increases survival time for patients with cancer of the head and neck is a generalization based on the study of a very small number of paired patients and relating only to cancer of the larynx and pharynx. In the latter group there is only one T3 tumour quoted. Surely it is in well lateralized T3 tumours of the tongue, floor of mouth and pharynx that prophylactic or elective neck dissection has a real value when combined with resection of the primary lesion.
Two other statements in this paper require qualification in relation to the whole field of head and neck cancer. First; that surgery is contraindicated in cases with bilateral neck metastases since it does not increase survival time. I presume this refers only to squamous cancer of the pharynx or larynx. In metastatic differentiated' thyroid gland cancer or in some malignant tumours of the nasopharynx the point is certainly very debatable if the primary lesion can be eradicated. Secondly, that surgery is probably contra-indicated in patients with antral carcinoma and a node in the neck. No reference is made to any 'level' in the neck. A single node high in the neck and on the same side should certainly be treated when operable and the primary controlled. The situations quoted do offer a poorer prognosis, but when each patient is considered there must be room for attempts at surgical salvage.
Finally, nowhere in this paper is there any reference to combined treatment with irradiation for neck metastases.
In the paper by Dr Pointon and Mr Jelly (p 414), the conclusions reached are most valuable since they are based on a wide surgical experience of neck metastases from mouth cancer. It is surprising, however, that they do not mention the Commando type of operation for combined removal of lymphatics and primary in the more advanced lesions when reporting up to 1969.
I am pleased to note the evidence for condemnation of suprahyoid neck dissection and their emphasis that bilateral neck dissection did increase the survival time for an appreciable number of their patients. Yours Dear Sir, I found the paper by McKelvie (June Proceedings, p 409) confusing in both intent and presentation. He says 'The dissection follows the route of a functional neck dissection, in which a sleeve of tissues suspending the lymph node field is dissected out' without any indication of what the term 'functional neck dissection' means or how the lymph node field is to be suspended. He proceeds: '. . . functional neck dissection is a form of surgical brinkmanship, in that microscopically involved nodes have been seen hard against and involving the adventitia of the internal jugular vein'. What does this mean? A little later when he refers to the 'relentlessly rolling steep wave of squamous cell carcinoma' he mentions that he searched for 'signs that the tumour had abated, retreated over its tracks, or hesitated, but no such signs were found'. Presumably he does not mean that he has never seen spontaneous necrosis of metastatic squamous cell carcinoma or the formation of keratin granuloma where squamous cell carcinoma previously existed.
Of the paper by Pointon & Jelly (p 414) there is nothing to say other than that it is a factual account of work they have carried out, with some
